meniscus appeared peculiarly thickened and twisted. At arthrotomy the posterior horn was only seen with difficulty after pulling the meniscus well forward with a hook. The meniscectomy specimen showed a peripheral tear of the posterior attachment and horn which had twisted through 1800, hence the arthroscopic appearance. Case 3 D K, a man aged 39, underwent a left medial meniscectomy two years previously. He complained of 'bouts of swelling in the knee accompanied by a feeling of instability'. Treatment in several hospitals had not been helpful. Because of quadriceps wasting and tenderness over the meniscectomy scar, he was admitted for exploration of the scar. However, on arthroscopy a large posterior horn remnant of the medial meniscus was found which had a displaced parrot beak tear (Fig 3c) . Arthrotomy confirmed this and the remnant was removed through a posteromedial incision. A neuroma was also excised from the meniscectomy scar. His symptoms have now settled.
Indicationsfor Arthroscopy Indications for arthroscopy are as follows: doubtful diagnosis, uncertain lateralization, persistent postmeniscectomy symptoms, early diagnosis in professional athletes, functional disorders. It should be noted that the 50 cases which we have seen so far have been internal derangements or mechanical problems. We have not examined any rheumatoid or infected knees. A clinically doubtful knee with a differential diagnosis between meniscal tears and chondromalacia would seem to be the most common indication. Uncertain lateralization of a meniscus tear is a useful indication to prevent an unnecessary arthrotomy, thereby avoiding increased morbidity and scars (see Case 1). Persistent postmeniscectomy symptoms present a problem in a small number of cases inviting arthroscopic assessment before advising arthrotomy or further physiotherapy (see Case 3). At the Middlesex Hospital a large proportion of the patients came from the Athletes Clinic. There would appear to be a place for arthroscopy in the professional athlete in whom several weeks of physiotherapy before arthrotomy could cause serious and unnecessary prolongation of his disability. In suspected functional or compensation cases, possible abnormality may be excluded by this simple means and this role of arthroscopy appears to have special importance in North America.
In conclusion, it may be said that arthroscopy of the knee is a relatively new, difficult and controversial procedure, but that after a short experience we believe it has a definite place alongside thorough clinical examination in an orthopxedic unit which has a special interest in internal derangements of the knee. This paper is a short review of experience in the last ten years of the use of continuous traction (Dunlop 1939) in the treatment of some humeral supracondylar fractures in children. I was unaware of this method of treatment until Lloyd Griffiths drew my attention to it while I was working on his unit in the Manchester Royal Infirmary in 1959, but while I was there the opportunity to use this method did not arise.
Dunlop Traction in Supracondylar
The method is illustrated in Fig. 1 . Skin traction is applied to the forearm after painting the skin with compound benzoin tincture. The vertical counter-traction for the humerus, proximal to the fracture site, has usually been achieved by a wide piece of adhesive felt to which a small weight is applied. Check X-rays are taken and if necessary further gentle manipulation is carried out with further X-rays. The procedure has usually been done under general anesthesia, but recently we have been using ketamine hydrochloride. Blount (1955) shows a broad sling attached to the other side of the bed or cot, placed around the trunk. We have had considerable problems with this counter-traction as it tends in a wriggling child to ride up into a coil over which the child can flex towards the injured arm. We have tried various forms of counter-traction and in one severe wriggler were forced to use skin traction fixed to the bed and attached to the uninjured arm and to both legs. Recent adoption of the simple expedient of elevation of the side of the bed on the side of the injury may avoid these problems, as suggested originally by Dunlop. In his original description, John Dunlop of Pasadena, California, discussed the management of transcondylar fractures of the humerus in children. He applied traction under heavy sedation with morphia, and aimed at gradual straightening of the arm, juggling with the traction in a gradual process of reduction, although in his earlier cases he did manipulate under nitrous oxide anxsthesia. It is worth remembering the differences between methods of anesthesia available in 1939 and 1972. He aimed to achieve complete reduction in 24-26 hours. Elevation of that side of the bed was an essential part of the management. Then, when sufficient callus had formed, he removed the traction, gradually brought the arm to a right-angle and applied a plaster splint and sling. We have preferred to maintain traction for 2-3 weeks, by which time there is sufficient callus to permit removal of the traction and allow the child up wearing a full arm sling. In only one child have we used a plaster splint after removal of the traction. In all others, once traction was removed the arm was held only in a sling.
Indicationis: In a period of almost exactly ten years, we have used this method in 10 children; the last 2 of these were treated as recently as August 1972 and their details are not included in this short review. This small number is, I think, sufficient indication that considerable selection has been applied. Standard conservative manipulation and collar and cuff sling immobilization is still the usual treatment, without the use of any plaster slab. I have for many years accepted Charnley's contention that it is quite unnecessary to apply plaster to this fracture (Chamley 1950). Our indications for Dunlop traction are: (1) Gross instability and inability to achieve and hold a satisfactory position with manipulation. (2) Children in whom there is no palpable radial pulse at the time when the injury is first seen, or in whom when the fracture is reduced the pulse disappears and extension of the elbow sufficient to allow a return of the pulse results in the fracture slipping again. Details of the first 8 cases are as follows: 84, left (17.10.71 ): A young man who tried to emulate Icarus, attempting to fly off his garage roof with an opened umbrella. When seen with his elbow held 300 short of full extension there was no palpable pulse (Fig 2A, B) . Lignocaine was injected into and around the axillary artery. This resulted in return of the radial pulse. Traction was then set up. There were considerable skin pressure problems with this child which were ultimately dealt with satisfactorily. At 7 months 100 loss of hypertension, 50 loss offlexion, elbow straight (Fig 2c, D) . Section ofOrthopadics 517 D;. Complications: The only moderately troublesome complication has been skin excoriation under the proximal sling, and blistering of the skin medial, lateral or anterior to the elbow-joint from the gross soft-tissue swelling which is often present. There have been no long-term problems from this skin damage. Disadvantages: The only real disadvantage of this method is the necessity of keeping a child totally in bed in hospital for 2-3 weeks. Advantages: This is a safe method of treating a group of difficult and potentially disabling injuries. The very satisfactory end results are a tribute to the method and the surgeon after whom it is named. (1959) were so convinced of this condition in the talus that they described it as a transchondrial fracture. We do not feel able to share their confidence that trauma is always the principal factor. Many causes other than acute trauma have been postulated for the condition of osteochondritis dissecans. These include congenital and constitutional factors and emboli of platelets and red cells. A more reasonable explanation was put forward by Axhausen in 1912 of repeated minor trauma causing damage to the vessels in the subchondrial layer; this, however, has been contested because of the abundant blood supply of the region. Shearing stresses and impaction forces caused by tautness of the collateral ligaments on rotation of the ankle have also been blamed. In almost all cases the diagnosis is necessarily based on radiological evidence. We here present 9 cases of lesions of the body of the talus, seen over a period of 9 years, which might be described as osteochondritis dissecans.
Case 1 A girl aged 6 suffered an injury to her right ankle. On examination she had tenderness only over the lateral ligament. The radiograph showed a lesion with a sclerotic base over the medial half of the upper surface of the dome of the talus which probably pre-dated her injury. After three weeks with elastoplast strapping she was symptom free. Fourteen months later she was still asymptomatic and radiologically the lesion was almost healed. Case 2 A boy aged 9 complained of aching in his right ankle for 3 months without history of injury. On examination he tended to hold his foot in equinovarus and dorsiflexion of his ankle was limited to 90°. The radiograph ( Fig IA) showed what was thought to be an area of avascular change on the superomedial surface of the talar dome, lying anteriorly. After four months of conservative treatment he had become worse as regards both pain and fixed equinus. His ankle was therefore explored. No abnormality was found. The articular cartilage appeared and felt normal despite the radiographic appearance. It was decided to lengthen his tendo achillis to get the avascular area covered within the joint, assuming the condition to be akin to Perthes' disease. He was mobilized after six weeks in plaster. Eight months later he was symptom free and the radiograph ( Fig IB) shows some healing.
